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INSURANCE CAPITATION FEE 
MEETING OF INSURANCE ACTS COMMITTEE 


A meeting of the Insurance Acts Committee was held on July 
10, with Dr. E. A. GREGG in the chair, when the time was almost 
wholly taken up with the discussion of an amended offer by the 
Minister of Health concerning the capitation fee and with busi- 
ness in anticipation of the forthcoming Panel Conference, which 
was fixed for July 31. 


The Government Actuary, Mr. G. S. W. Epps, C.B., accom- 
panied by Mr. H. H. George of the Ministry of Health, attended 
the meeting in order to give the committee information on the 
financial provisions underlying the new National Health Insur- 
ance Bill. A report by the Government Actuary on this subject 
(Cmd. 6290) had been issued that same morning. Mr. Epps 
explained that the cost of medical benefit did not depend upon 
whether the contribution income in a particular year was at a 
certain level, or was unduly influenced by unemployment. It 
was not a question of balancing the income and outgo of a par- 
ticular year, but of arranging an insurance scheme involving a 
long-term contract—actually from the ages of 16 to 65—with the 
building up of a reserve in the earlier years of membership which 
was likely to be expended in the later years. The two problems 
in the new Bill were the increase of benefits by 3s. and the bring- 
ing into insurance of a relatively small number of people (with 
incomes between £250 and £420). Mr. Epps went on to say that 
the total provision for fixed charges on the finance of health 
insurance, which at present is 17s. 6d. per member, will, as from 
1942, when the new arrangements obtain, be 20s. For what is 
known as the medical pool the previous figure of 13s. expended 


_in medical benefit and administration will become 14s. 6d., and 


the other shilling of the added half-crown will be for the adminis- 
tration of sickness benefit, allowing a margin for contingencies. 
Last year the sum for administration of sickness benefit, which 
should have been 4s. 6d., had risen to 4s. 10d., and in view of 
various charges on the societies—he mentioned in particular the 
making up of salaries of employees called up for national service, 
increased remuneration of junior staff, and A.R.P. provision—it 
seemed likely that next year ntight see a 9d. addition to the 
4s. 6d., leaving with the new allocation of Is. a small margin. 
He gave some figures as to the manner in which the original 
allocation of 13s. for the medical pool and the new allocation of 
14s. 6d. were made up. The 13s. consisted of the following items: 


od. 
Practitioners’ capitation fee 0 
Insurance Committees’ administration ay 6 
Central administration Me 3 


Last year the actual expenditure on drugs represented 3s. 6d. (the 
price was now going up owing to the effect of the purchase tax 
and other causes); Insurance Committees’ administration costs 
were 64d., and central administration costs 14d., the reason for 
this last reduction being the cessation of the regional medical 
service, which cessation, of course, was only a temporary war- 
time measure. The total additional expenditure was thus 54d., 
which meant a deficit at the end of the year of £300,000. The 
new allocation of 14s. 6d. was as follows: 


s.. d. 

. Administration (local and central) Ee ds 10 


This left a margin of a fraction over twopence. Asked whether 
if the capitation fee were raised to 9s. 9d. it would make the fund 
insolvent, Mr. Epps said that it would be a gamble on drugs not 
costing more than 3s. 7d., and on the saving of a farthing on 
administration. 


The Government Actuary was thanked for his assistance, and 
in reply said that, of course, he was not concerned with policy 
but only with calculations. 


Minister’s Amended Offer 


After the Actuary had retired Dr. Anderson reported that 
following upon the deputation to the Minister on June 30 an 
offer going rather further than his previous one had been 
received—namely, an increase of the capitation fee to 9s. 9d. 
The Minister’s undertaking to have a complete review of the 
adequacy of the capitation fee immediately after the war still 
remained. It was explained that 54d. of the additional 9d. was 
taken as meeting the increased practice expenses, and the remain- 
ing 34d. was added in respect of the new group of insured 
persons of higher income, giving a sum which averaged out 
among those new entrants at £1 Is. 14d. for each person. It was 
important to bear in mind that the question of the merits of the 
basic capitation fee was postponed, and that the figure now 
offered had in it no element relating to the increased cost of 
living. 

The Committee had before it a large number of resolutions 
from Panel Committees and Divisions and due attention was 
given to each. In a long debate it was pointed out that even 
though the moneys in the pool were fully allocated there were 
other means by which the capitation fee could be brought up to 
a more reasonable figure, as, for example, an extra halfpenny on 
insurance stamps, which would hardly be felt at all by the con- 
tributor ; a Treasury grant, or, according to a scheme propounded 
by the Cheshire Panel Committee, deferred bonds. One member 
of the Committee was disturbed at the suggestion that the new 
entrants, who were of older ages, should be rated at something 
over a guinea a year, because he thought that that argument 
might be applied the other way when dependants were con- 
sidered, and practitioners might be expected to take them at 6s., 
the fee for all insured being averaged out at 7s. 6d. On the 
other hand, another member found it difficult to agree that if 
one group of insured persons was considered to be worth £1 Is. 
a head, another group should be considered as worth only 6s. 
He thought it more likely that a higher figure would be obtained 
for the latter group. It was agreed that the amended offer should 
be reported to the Conference, but not in the form of a recom- 
mendation, and also that the Minister should be urged to recon- 
sider his decision not to reopen at the present time the question 
of the basic capitation fee. 


A deputation headed by Dr. Gregg subsequently waited upon 
the Minister, who, however, declared himself unable to go 
further than his amended offer of 9s. 9d., a sum arrived at with- 
out reference to increased cost of living, coupled with his under- 
taking to have a reassessment of the basic fee immediately after 
the war. 


E.M.S. PAYMENT OF CLASS Ill PRACTITIONERS 


Ministry of Health Circular 2394 of May 30 introduced special 
arrangements for the remuneration of Emergency Medical 
Service Class III practitioners specially summoned out of the 
normal course to a hospital at which the sessional method of 
payment is in operation. It was agreed between the Ministry 
and the Advisory Emergency Medical Service Committee that 
the new arrangements should take effect from March | last. 
Practitioners who may be covered by the new arrangements in 
respect of Emergency Medical Service work done by them 
between March 1 and June | should submit a full statement of 
the circumstances to the Hospital or Group Officer, as the case 


may be, to whom the normal claims are submitted. ie 
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A NATIONAL POST-WAR MEDICAL 
SERVICE 


[The West Somerset Medical Club, which was inaugurated 
in the winter of 1939-40, appointed a special committee in the 
autumn of 1940 to discuss and plan a scheme of post-war 
medical services. The following is substantially the report of 
the committee and represents the views of the members of the 
club. The report was received at B.M.A. House on March 29.} 


There is general agreement that existing medical services are 
unsatisfactory in many directions and that extensive, indeed 
sweeping, alterations are essential. That being accepted, there 
appear to us to be only three alternatives. One is to keep the 
present system but to improve it ; we do not think such tinker- 
ing is an adequate remedy. The second is a whole-time State 
Medical Service, by which we mean a medical service centrally 
administered and similar in scope and type to the medical 
services of the Navy and the Army. While the simplicity and 
security of such a service are attractive features we consider 
its defects far outweigh its advantages. Among these are the 
restriction of individual incentive and the loss of independence ; 
the serious impairment of that unfettered relationship between 
doctor and patient which is the basis of satisfactory treatment ; 
individual merit cannot be accurately assessed and must be to 
a highly undesirable extent at the mercy of the administrative 
machine ; medical men have their choice of locality very im- 
perfectly under their control ; any such scheme is bound to be 
inelastic and fail to adjust itself to local needs, which vary 
considerably. 


The third alternative is to try and evolve a new system on 
regional lines, and the following scheme is the one we advocate. 


Domiciliary Medical Service on a Regional Basis 

First Regional Boards would be set up which would be 
responsible for the control of the scheme, the State being the 
co-ordinating and regulating authority. The regions would be 
based on the areas of the existing larger health authorities ; 
we do not favour the carving out of new regional areas either 
founded upon a wholesale amalgamation of existing counties 
or grouped round the larger hospitals. 


So far as possible all classes of the community would be 
included in contributory schemes and the basis of separate 
payment for work done largely eliminated. For convenience 
we divide the different classes of the community as follows: 


A. The present group of panel patients. The existing lines 
of the National Health Insurance Scheme would be retained 
but the present financial limit would be reconsidered. The 
functions of the Insurance Committees would be transferred to 
the Regional Board, that body administering all the different 
groups in our scheme. 


B. The dependants of insured persons, who would be included 
asunder A. For this class we suggest added contributions from 
the employed head of the family, an increased one from the 
State, and probably a subsidy from the funds of the Regional 
Board. 


C. Other persons and their dependants of similar financial 
position to those in A and B but now uninsured. They would 
be Included in the compulsory scheme financed on the lines of B. 


D. Those patients who at present come under the Poor Law. 
Their medical care cannot be provided under a contributory 
scheme ; it should be paid for by the responsible authority either 
by a fee per attendance or on a capitation basis and with free 
choice of doctor by the patient. _ 


E. The rest of the community. They would be included in 
a compulsory scheme which would entitle them to free medi- 
cal service. They would contribute in the form of a medical 
tax based on income and so to payment on a sliding scale, the 
money going to the Regional Board. This tax would only 
vary up to a fixed higher income limit; all above that limit 
would be equally assessed according to family. The remunera- 
tion to the doctors, while still on a capitation basis, would 
be considerably higher than for persons in Classes A, B, and C. 


it is intended that the yield of the medical tax, while not 
conspicuously larger than the amount which might fall upon 
an individual householder in any year for medical care, should 
be materially greater than is adequate to supply the various 
medical services to the classes which contribute to it. In effect, 
therefore, the better-off classes would be helping to finance the 
groups below the health insurance limit. This is an inevitable 
feature of any scheme, including a State Medical Service ; indeed, 
apart from actual State contributions financed from the nation, 
the higher fees now charged to wealthier patients are made 
necessary by the inadequate payments obtained from poorer 
patients. 


Services Available to Patients 


Since a complete medical service is our aim we consider, 
as a general principle, that the various auxiliary services neces- 
sary for adequate diagnosis and treatment should be part of 
the medical benefit given to the patient without special charge. 
Under existing panel contracts the services to be rendered are 
defined as “all proper and necessary medical services, other 
than those involving the application of special skill and experi- 
ence of a degree or kind which general practitioners as a class 
cannot reasonably be expected to possess.” This is a reasonable 
definition, although somewhat lacking in definiteness. Many 
individual practitioners will be able and willing to carry out 
work beyond these limitations and they should be encouraged to 
do so, subject to their being able to satisfy the Regional Board 
that they possess the necessary skill and experience. Such 
services would be the subject of extra remuneration. We look 
to men in this category to furnish some of the consultants of 
the future, and regard it as imperative that facilities should be 
made available for them to extend their experience through 
hospital clinical assistantships and in similar ways. 


The ancillary services to be available without extra charge 
should include the following: 


A Consultant Service——This would normally be held at the 
consultant’s clinic for patients sent by their doctor. A domi- 
ciliary service would be provided at the request of the patient’s 
doctor when it was inexpedient to arrange for non-domiciliary 
consultations. Since some patients prefer, and even insist upon, 
the consultant of their choice, such consultations would not be 
excluded but would be the subject of a special charge to the 
patient, the fees received by the consultant being paid to the 
Regional Board. A similar principle would operate as regards 
hospital or other medical services. 


Hospital Services.—These would include in-patient treatment 
if necessary, consultant advice, and such ancillary services as 
pathological and x-ray examinations, etc. Thus there would 
no longer be any need for hospital contributory schemes. 


Maternity Services——These, involving medical attendance, 
would be available without extra payments. Admissions to 
maternity beds fall into two groups: (1) For some anticipated or 
actual abnormality requiring treatment in a maternity hospital 
or home ; this is a public health liability and should be a charge 
on the health services, who decide as to the reality of the need. 
(2) For other than medical reasons—for example, the fancy or 
convenience of the pregnant woman, and in such cases the patient 
would pay the extra cost. Maternity benefit should, in our 
opinion, be retained. 


Mental Health.—Preventive work under the Mental Treat- 
ment Act, 1930, would be under the Regional Board. So far 
as mental disorder is preventable this work would be undertaken 
through experts attached to the general hospitals and supplied 
with sufficient hospital beds for investigation and treatment. 


Domiciliary Nursing Services—Ilf necessary and if such 
services are available. We regard an extension of these services 
as essential. 


Laboratory Services——Mostly at the hospitals, but elsewhere 
if available. 


Dental Services—To be included, if possible, but a scheme 
has not been worked out. 


Convalescent Homes and Rehabilitation Centres——So far as 
these are available. It would be made an obligation upon 
Regional Boards to establish, if advisable in conjunction with 
other Regional Boards, and maintain such centres. 
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The Medical Services in the Scheme 


Hospital Services——Since contributory schemes would cease, 
patients’ contributions would not be made, and voluntary sub- 
scriptions would inevitably be curtailed, the voluntary hospitals 
will have very little income. They’ must, therefore, look to 
the Regional Boards to finance and to control them. Muni- 
cipal and Poor Law hospitals would also come under the 
Regional Boards. The actual committees of management under 
the Boards would, however, adequately represent all the interests 
concerned. Control by the Regional Board would enable all 
the hospitals in the area to be classified into central main hos- 
pitals, each provided with a full staff of consultants and well- 
equipped specialist department, and ancillary hospitals with less 
specialized staff and equipment. Co-ordination of beds and 
services of all the hospitals in the area would be essential. The 
only out-patients seen at the hospitals, apart from urgent cases, 
would be those referred by medical practitioners, if possible by 
previous notice so that a definite appointment could be made. 
Since geographical considerations prohibit regional areas from 
being completely self-contained some intercommunication of 
hospital beds and consultants would be necessary. 

General Practitioners—The scheme provides for payment 
along several lines. (a) Capitation payments per insured person 
in the groups A, B, and C. (b) Capitation payment on a higher 
basis for persons in the group paying the medical tax. (c) Addi- 
tional payments for special services, which would include pay- 
ments for attendance in connexion with confinements, payments 
to practitioners authorized to carry out additional responsibili- 
ties, payments per visit or on a capitation basis for the Poor Law 
patients, and payments for vaccination and other duties to be 
performed in agreement with and for the public health regional 
authority. 

Consultants.—Consultants would only be appointed if they 
possessed the appropriate higher qualifications attached to their 
specialty, and also had special experience in it. A preliminary 
period in general practice would be highly desirable. Con- 
sultants would be appointed by the Regional Board and would 
be paid in part by a retaining fee and in part for work done. 
They would not be debarred from private practice, although it 
will be obvious that the scope for this would be limited. Their 
services would not be restricted to their parent hospital but made 
available through the Regional Board to all the hospitals within 


the area. 
General 


Every medical man should have held resident appointments 
for at least twelve months after qualification before starting 
in practice. If a practitioner wished to undertake midwifery 
under the Regional Board he should have practical experience 
beyond that required by the examining authorities. In that 
event the Regional Board would be required to demand evidence 
of adequate experience, subsequent to qualification, in an 
approved obstetric department. Facilities for postgraduate 
study would normally be provided by the Regional Board both 
for general practitioners and for consultants. 

All general practitioners would be entitled to a retiring pension 
at age 65, or at 60 at the option of the practitioner but naturally 
at a lower figure, the scheme to be financed by the Regional 
Board on the usual basis of equal contributions from participants 
and the Board. Early death, voluntary retirement, etc., would 
be dealt with on the lines of other contributory schemes. A 
retiring practitioner would be entitled to a lump-sum payment for 
the goodwill of his practice, the sum to be assessed by the 
Regional Board on a basis fixed by the Ministry of Health for 
the country. Before receipt he would be required to give his 
successor adequate “introduction.” The incoming practitioner 
would pay over the same sum to the Regional Board for the 
goodwill, and the latter would have power to lend money to the 
incoming practitioner, the money to be repaid from payments 
due to him from the Board. Machinery would be necessary to 
ensure that the views of a doctor as to his successor, or as to a 
partner, received due consideration by the Regional Board. 


There would be pensions for consultants in the service of the 
Regional Board based on the above principles. Regional Boards 
with available funds would be empowered and encouraged to 
promote research in medical problems. 


Controlling Authorities : The Regional Boards 


The basis of the public health areas is well defined, and 
apart from the absorption of small authorities would probably 
be retained. An efficient scheme requires close association 
between Regional Boards and health authorities. We therefore 
reject the view that Regional Board areas should be formed in 
conformity with existing hospitals, and suggest that their areas 
should correspond with what are likely to be the main public 
health areas of the future—that is, counties and county boroughs. 
This may involve some amalgamation of the smaller counties. 
The procedure could not well be the same for all areas, but for 
most of them the close liaison necessary between the Regional 
Boards and the health authorities could be effected by making 
the county medical officer of health the chief medical officer of 
the Board. The medical officer of health of the component county 
boroughs would also be closely associated with their Regional 
Boards. 

Regional Boards, would include representatives of the various 
local authorities in the area and of the various interests involved, 
such as general medical practitioners, consultants, the hospitals, 
and the approved societies. There should also be a direct repre- 
sentative of the Ministry of Health. The functions of the Boards 
would be wide and would include control over the panel and con- 
sultative services and over the hospital services, voluntary and 
municipal, but excluding the special public health institutions 
such as isolation hospitals, sanatoria for tuberculosis, etc. Mental 
hospitals would probably be excluded. Since maternity hospitals 
are essentially curative they should be under the Regional 
Boards. Other functions of the Boards would be: compliance 
with the general requirements of the scheme for the whole 
country as supervised by the Ministry of Health; general 
financial control of the scheme within the limits imposed by the 
Ministry of Health ; co-operation with the public health authori- 
ties and their services. 

Each Board will need its own medical inspectorate, who 
should invariably be drawn from men with extensive experience 
of general practice. They would be an essential part of the 
machinery to ensure that the work of the doctors was up to 
standard, to investigate complaints from patients, to investigate 
complaints from doctors, and to act as medical referees. 


The Ministry of Health 


While the scheme would be administered regionally, the basic 
factors would be the same all over the country. The Ministry 
of Health would settle such fundamental matters as the basis of 
contributions from the various insured persons, the general con- 
ditions of service of medical men, the recerds to be kept and 
the returns to be made, standards of efficiency demanded, etc. 
We have not attempted to deal with financial and actuarial 
matters, but obviously they would require special consideration, 
and the Ministry of Health would be intimately concerned. In 
particular the Ministry would be responsible for the distri- 
bution of the Exchequer contributions, a development of 
existing arrangements. We also appreciate that the income 
of Regional Boards in relationship to their commitments 
would be unequal, and suggest that a partial remedy for this 
would be varying Exchequer grants according to need. The 
Ministry would also serve as a Court of Appeal from Regional 
Boards and supervise and control their efficiency. 


Relationship to the Health Services 


‘Curative and preventive work cannot be completely separated, 
so a close relationship between health authorities and Regional 
Boards is essential as regards both the areas included and per- 
sonnel. . It is equally desirable that the general practitioner 
should be acquainted with all public health activities. While 
practical difficulties materially limit his active participation, the 
proposed scheme implies much better co-operation and a limita- 
tion of some public health work. On the other hand, it is only 
possible in exceptional circumstances for general practitioners to 
undertake the charge of infant welfare clinics or be responsible 
for routine school medical inspection. Their assistance in mid- 
wifery and ante-natal work would continue to be of the utmost 
value. 
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WAR NOTICE 
Medical Officers (Lieutenant-Colonels) in Charge of 


Divisions 


The Central Medical War Committee is asked from time to time 
to nominate specialists as lieutenant-colonels in charge of medi- 
cal or surgical divisions. Will any specialist in medicine or 
surgery who desires to have his name considered for a post of 
this nature please communicate at once with the Secretary of 
the Central Medical War Committee, B.M.A. House, Tavistock 
Square, London, W.C.1. 


WAR AND WAR SERVICE INJURIES 
SPECIAL MEDICAL CERTIFICATES 


The following memorandum is issued by the Ministry of Health 
for England and Wales, the Department of Health for Scotland, 
and the Ministry of Labour for Northern Ireland on behalf of 
the Ministry of Pensions, and is a revision of the Memorandum 
issued in September, 1939. 


1. Injury Allowances 


Under the Personal Injuries (Emergency Provisions) Act, 1939, 
payments known as “ injury allowances ’’ may be made to persons 
who are rendered incapable of work by war injury or war service 
injury. 

Where the injury causes serious and prolonged disablement the 
injury allowance will be replaced in due course by a pension payable 
by the Ministry of Pensions. 


2. Definitions of War Injury and War Service Injury 


“War injury ” is defined in the Act as follows: ‘* War injuries ” 
mens physical injuries (a) caused by (i) the discharge of any missile 
(including liquids and gas); or (ii) the use of any weapon, explosive, 
or other noxious thing; or (iii) the doing of any other injurious act; 
either by the enemy or in combating the enemy or in repelling an 
imagined attack by the enemy; or (b) caused by the impact on any 
person or property of any enemy aircraft, or any aircraft belonging 
to or held by any person on behalf of or for the benefit of His 
Majesty or any allied power, or any part of, or anything dropped 
from, any such aircraft. 


“War service injury ” is an injury sustained by a civil defence 


volunteer, and is defined as: Any physical injury which the Minister 


of Pensions certifies to have been shown to his satisfaction to have 
arisen out of and in the course of the performance by the volunteer 
of his duties as a member of the civil defence organization to which 
he belonged at the time when the injury was sustained, and (except 
in the case of a wag injury) not to have arisen out of and in the 
course of his employment in any other capacity. It will be seen that 
war service injuries, unlike war injuries, are not confined to injuries 
caused by the enemy or in combating the enemy, but a civil defence 
volunteer may of course suffer a war injury while not on duty and 
be entitled to an injury allowance in respect of it. 


It will also be noted that both war injury and war service injury, 
as defined above, mean physical injuries only. Injury to the brain 
or injury to the eyesight as a direct result of concussion, cases of 
shock originating from direct exposure to bomb explosion or blast 
in which the resulting incapacity for work starts from the time of the 
incident, collapse from heart failure as a direct result of an air attack, 
and similar casualties may be accepted as physical injuries. The 
definition does not cover neurasthenia and other similar sickness in 
which the symptoms are induced merely by apprehension and fears 
occasioned by enemy activity, and a war or war service injury 
certificate should not be issued in respect of a patient rendered 
incapable of work by such an illness. Such a patient, if an insured 
person, would be entitled to health insurance benefits in the ordinary 
way. 


3. Position of Insured Persons under the National Health 
Insurance Acts 


A person insured under the N.H.I. Acts who is rendered incapable 
of work by reason of war injury or war service injury is disentitled 
to sickness or disablement benefit in respect of incapacity arising 
from that injury for a period of twenty-six weeks from the beginning 
of the week in which the injury was sustained, and a N.H.I. 
certificate on Form Med. 40 should not be issued for any period of 
incapacity for which a war injury or war service injury certificate is 
due. After the expiration of the twenty-six weeks modified sickness 
or disablement benefit may be payable. 


4. Administration of Injury Allowances 


Injury allowances are administered by the Assistance Board as 
agents of the Minister of Pensions, and claims are dealt with at the 
Area Offices of the Assistance Board. Persons making claims for 
injury allowances are required to produce medical certificates of 
incapacity for work. In the case of war injuries the first certificate 
must be the special war injury certificate described in pardgraph 5 
below, duly completed and signed, in the case of those under treat- 
ment as in-patients of a hospital, by a responsible officer of the 
hospital, or in other cases, including hospital out-patients, by the 
medical practitioner who is giving treatment. In the case of war 
service injuries the cértificate may be either a special war injury 
certificate, adapted as explained in paragraph 5, or an ordinary 
medical certificate of incapacity for work such as doctors customarily 
issue to their private patients. 


5. Certificates of War Injury 


There are two forms of special war injury certificate—namely, 
a First Incapacity Certificate, supplied to hospitals and medical 
practitioners, and a Continuation Incapacity Certificate, issued subse- 
quently by the Assistance Board to a person making a claim for an 
injury allowance for presentation to the hospital or medical practi- 
tioner for completion. 

Applications for books of First Incapacity Certificates (or for 
copies of this memorandum) should be made, where required for the 
use of hospitals, to the Ministry of Health (London, S.W.1), 
Department of Health for Scotland (Edinburgh), Welsh Board of 
Health (Cathays Park, Cardiff), or Ministry of Labour for Northern 
Ireland (Belfast), as the case may be; and, where required for the 
use of medical practitioners, to the Local Medical War Committee 
for the district concerned in England or Wales, the Department of 
Health for Scotland in Scotland, and the Ministry of Labour for 
Northern Ireland in Northern Ireland. 


The form of war injury certificate does not discriminate between 
war injuries and war service injuries, but the certificates can be used 
for the latter purpose by substituting the words ** war service injury ”’ 
for the words ** war injury *’ where the latter occur in the certificate 
in cases in,which the insured person claims to be a civil defence 
volunteer who has been injured on duty. 

Attention is directed to the following notes as to the completion of 
war injury certificates. If the patient is an in-patient of a hospital, 
certificate ** B ’”’ of the forms should be completed by a responsible 
officer of the hospital, and the official hospital stamp should be 
affixed. In all other cases, including hospital out-patients, certificate 
*““ A” of the forms should be completed by the medical practitioner 
who examines the patient. In respect of each case only one First 
Incapacity Certificate should be issued. In the event, however, of 
a certificate being alleged to havé been lost a further certificate may 
be issued, but must be clearly marked in ink ‘* Duplicate.” 

Certificates should not be used at first-aid posts, or for patients 
admitted to casualty receiving hospitals who are transferred to other 
hospitals after detention for a few hours only. 


6. Periodical Certification 


Normally a continuation certificate will be required at weekly 
intervals, but in the case of an in-patient of a hospital longer 
periods not exceeding four weeks may be covered by one certificate, 
and provision is made in certificate ‘‘B°’ of the forms for this 
period to be inserted by the certifying responsible officer of the 
hospital. 

7. First Incapacity Certificate 


(a) The surname and full Christian names of the patient and as 
precise information as possible as to the date and place of injury 
must be given in the spaces provided for at the head of the form. 
This part of the form should be completed by the patient or by the 
doctor or the appropriate officer of the hospital or other responsible 
person on the patient’s behalf. It is important that the information 
should be given clearly and legibly. 


(b) The description of the injury should be inserted by the medical 
practitioner after his examination of the patient. It will be of 
considerable assistance if the injury is described, where possible, 
according to the following code: 


Code Notes 


Flesh wounds. Wherever situated and including 


burns, other than those due 
to gas. 
Injury to eyes. 
Injury to arms. 
Injury to legs. 
Injury to head. 
Injury to face. 
Injury to spinal column. 
Injury to chest. 
Injury to abdomen. 
Injury to pelvis. 
Injury due to gas—eyes. 
Injury due to gas—lungs. 
Injury due to gas—burns. 


Including hands. 
Including feet. 
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Injuries of more than one part of the body should be described as 
“ multiple ’’ followed by an indication of the most serious injury— 
for example, “* multiple injuries (head). If the injury cannot readily 
be described under the above code (for example, in the case of an 
injury to the brain as a result of direct concussion (see para. 2)) as 
precise a statement as possible should be given of the injury. 


8. Continuation Incapacity Certificate 

These forms are issued by the appropriate Area Office of the 
Assistance Board whose stamp is shown thereon. This certificate is 
also to be used for signing off—that is, to show the date when the 
patient ceased to be incapable of work by reason of the war or war 
service injury. If the war or war service injury no longer incapaci- 
tates the patient for work but the patient yet remains incapable of 
work by reason of some other disability a war or war service injury 
certificate should not be given, and any certificate of incapacity for 
work which may be required should be given in the ordinary form 
appropriate to the case. In the case of persons insured under the 
N.H.I. Acts the appropriate form would be Form Med. 40. 


9. Persons receiving War or War Service Injury while Incapable 
of Work by Reason of Some Other Disability 
In such cases a war or war service injury certificate should not be 
issued until such time as the other disability ceases to be the cause 
of incapacity for work and it can be certified that the continued 
incapacity for work is caused by the war or war service injury. 


10. Non-gainfully Occupied Persons 

Injury allowances and disability pensions are now available for 
persons who are not gainfully occupied. The scales of compensation 
for this class are at lower rates than those applicable to gainfully 
occupied persons and civil defence volunteers. Most of the persons 
concerned will be housewives, and the certificate of incapacity in 
such cases should be based on the capacity of the injured woman 
to perform her ordinary housework. 


The Minister of Pensions is grateful to the medical profession 
for their generous co-operation in the working of this scheme, 
and in particular for issuing and signing certificates without fee. 


Correspondence 


State Medical Service 


SirR,—The correspondence on the proposed reformation of 
the profession continues with unabated interest. One is struck 
with the change of tone in the letters, either through a process 
of selection by you or the germinating of new thought on the 
subject. The letter of Mr. W. Sayle Creer (Supplement, July 5, 
p. 1) appeared to me an attempt to approach the matter prac- 
tically at the root of the trouble. At the other extreme there 
is the idealist attitude represented in the recent letter of 
“Ignotus ” (Supplement, July 12, p. 4). 

I am afraid to offer any practical suggestions since the whole 
problem is so complex, but I feel that a few criticisms might be 
helpful. In this respect I would suggest that a solution of our 
problem lies somewhere between the ideas presented in the two 
letters to which I have referred. Thus Mr. Sayle Creer must 
look for a change of ideals as well, or as part of the solution 
of the financial aspect. “ Ignotus,” on the other hand, must not 
ignore finance. The profession can scarcely be run on the lines 
of a medical missionary society, however idealistic this may be. 
“ Ignotus ” appears to be over-concerned with those “ bedside- 
manner guinea-chasing doctors ” that Dr. A. J. Cronin provided 
with a somewhat unmerited prominence. I suggest that these 
insignificant members be forgotten at present and a little more 
attention given to the problems of the 2,500-panel 5s. per visit 
man, complete with mortgage and family. These men con- 
stitute a large and youthful section of the profession. Their 
mortgages have to be paid, and they hope to be able to provide 
their children with an education suitable to produce, in many 
cases, doctors with the ideals of “Ignotus.” It cannot be done 
without money unless the State provides free public school 
education for the children of doctors as part of its scheme. 

Yes, on the whole, I am afraid Mr. Sayle Creer has struck 
the more practical note. We “ mortgage-carriers,” ‘“‘ !gnotus ” 
must realize, have plenty of the service ideal (we have no alter- 
native). We have also too much work, no time to hold old 
ladies’ hands, and a somewhat bleak outlook.—I am, etc., 


Denton, July 13. W. J. Poote, M.B., Ch.B. 


Sir,—I trust you will allow me to encroach again on your 
valuable space to reply in particular to the letter of Dr. E. K. 
Mackenzie (Supplement, July 12, p. 4). I do not quite under- 
stand Dr. Mackenzie’s reference to my entering this discussion, 
as I am a general practitioner like himself, and, although not 
on the panel, I attend a fair number of insured persons. I am 
also interested in the general trend of our evolution, and as a 
member of the Association have surely the right to express an 
opinion, although not perhaps from the altitude of Dr. Mac- 
kenzie’s pedestal. 

I should like to state that I have no doubt that Dr. Mackenzie 
has given a true statement, as he sees it, of the way in which 
medical treatment is carried out in his particular neighbour- 
hood, under both the Highlands and Islands Medical Service and 
the National Health Insurance Act. There is no one who has a 
higher opinion of the work done by the country practitioner 
than I, and 1 write from personal knowledge and experience. 
There are men in the profession who would do good work under 
the most trying conditions of service, and this has always been 
the case and ever will be. Dr. Mackenzie, however, makes the 
mistake of arguing from the particular to the general, as con- 
ditions existing in country districts, where the population is 
distributed over wide areas, cannot be compared with those in 
large towns and cities, where the population is more densely 
packed and where one meets with more diverse idiosyncrasies. 
Mr. Lloyd George recognized that what suited one district might 
not suit another, and this is ostensibly true in regard to colliery 
districts, where club- practice proved to be indispensable, and 
certain urban communities where it was not. 

Without entering further into the pros and cons of national 
health insurance, it surely must be accepted that the idea of a 
State Medical Service has originated from the failure of national 
health insurance as a health measure, or why the demand for 
a change? It seems irrelevant whether or not the young prac- 
titioner will be able to secure, two years after graduation, £500 
or £600 a year and a motor car, or that an eight-hours working 
day may be instituted. Dr. Mackenzie may think “we are all 
just as keen on cash as the village grocer,” but there are many 
in the profession who value service before cash. A certain 
amount of cash security is necessary, but I am of the opinion that 
a certain amount of struggle in the early years of practice is 
good for the young practitioner and for the patients who may 
seek his guidance. 

To me the salient question in the discussion of this problem 
is: Will the establishment of a State Medical Service improve 
the health and general welfare of the community, irrespective 
of any financial or other benefit to the profession?—I am, etc., 


Edinburgh, July 15. FREDERICK PORTER. 


New Entrants to Health Insurance 


' Sir,—If the Insurance Acts Committee is to enter upon 
negotiations with the Ministry, it is very much to be hoped that 
they will proceed with great caution and not jump to the con- 
clusion that insurance practitioners will necessarily be willing to 
accept service for non-manual workers with an income over 
£250 per annum. It was the income-limit pledge which had a 
great deal to do with inducing the profession to accept service 
under the Act at its inception. For the Government to break 
that pledge now without so much as a word to those to whom 
the pledge was given is monstrous. We have grown accustomed 
to such conduct on the Continent, but we have been led to under- 
stand that we are fighting to abolish such perfidy. If the argu- 
ment is put forward that since the agreement was made the 
value of the pound has so diminished that £420 is akin to £250 
in 1913, it may well be countered by the fact that there has been 
no proportionate increase in the capitation fee. Furthermore, 
it must: not be forgotten that in agreeing to the proposed new 
income limit big*inroads would be made into the capital value 
of private practice, which would prejudice our claim to com- 
pensation should a State Medical Service supervene. Let us be 
careful that the allurement of an immediate increase in the 
capitation fee does not lead us to “ sell the pass.” 

As to the basic capitation fee for those already entitled to 
medical benefit, there are ample grounds for asking, if not 
demanding, an increase. It would be a mistake to press for a 
revision based upon the increased cost of living while other 
professions are in like case to ourselves. It would be much 
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wiser to concentrate upon the fact that the bottom has fallen 
out of the insurance principle in medical benefit, and nine out 
of ten of the cards presented to us for signature are accompanied 
with a request for immediate and often prolonged treatment. 
Also, while the new entrants to our lists are elderly and need 
treatment, the fresh exits are for the most part the young fit 
men and women recruited for the Army and other national 
services. We should make it clear that in seeking an increase we 
consider it should be of a temporary nature only, and should 
take the form of a bonus to meet these special circumstances 
which have been created by the war. We are not justified in 
asking the Government to raise the basic capitation fee when 
we are all engaged in fighting for our lives ; time enough for that 
when the war has been won.—I am, etc., 
Calne, Wilts, July 13. C. EpDeE. 


Decision on Eligibility for Further Benefit 


Sir,—Roughly on the analogy of the outcome of the Harnett 
case (when the interests of the profession were safeguarded by 
transferring the principal onus of lunacy certification in England 
to the judicial side), could not certain panel decisions be rele- 
gated statutorily to the scope of an official—namely, the 
Regional Medical Officer? 

By this is meant that after, say, a certain number of days on 
the panel or repeated short periods totalling the requisite number 
of days all cases automatically become compulsorily notifiable 
by the practitioner to the Regional M.O., who makes the neces- 
sary inquiries, and whose decision then is final on the eligibility 
or otherwise for further benefit. 

The scheme is not perhaps cast iron, and when the first notifi- 
cation would fall due, also subsequent notifications, would need 
consideration ; likewise what permanent medical officials and 
staff would have to be created, etc. At the same time it does 
look as though, whilst leaving the panel practitioner pretty much 
where he is now, the root of certain only too well known evils 
in panel practice would be got at!—I am, etc., 

July 8. L. A. MONCRIEFF. 


Life Assurance Policies: Immediate Prospects 

Sir,—During the past three or four months most of the life 
assurance companies have held their annual meetings, and their 
chairmen’s addresses have inevitably dealt almost exclusively 
with the effects of war conditions upon life assurance funds and 
prospects. The outstanding and, to many people, unforeseen 
impact of the war upon life policies is that the companies are 
practically restricted to War and Defence Loans for the invest- 
ment of the premiums received, and can, therefore, get only 
3% for their money instead of the 5 or 54 which they 
formerly got (by judicious investment in open markets); and 
even of this paltry return a large slice goes in income tax. Con- 
sequently, as many chairmen have reiterated, the offices are 
finding life assurance a much less profitable affair than it used 
to be. 

The effect of this has been to reduce the bonuses granted to 
with-profit-policy-holders: few companies can give more than 
half what they were accustomed to give, and some are giving 
even less than that. In respect of non-profit business, the 
margins of surplus are now so fine as to be barely remunera- 
tive—even non-existent. At meeting after meeting hints have 
been dropped that this can’t go on indefinitely, which may be 
taken to mean that higher rates of premium are being considered 
by actuaries and may come into effect at almost any moment. 
The Medical Insurance Agency, which watches the interests of 
proposers and the insurance “ market ” in those interests, has no 
hesitation in advising the medical profession that raised premiums 
for life policies are so probable that all intending proposers 
would be wise to defer no longer, but take out their policies 
before the rates are raised against them. One may suppose that 
when this happens some of the existing discrepancies between 
the rates quoted by the offices may be narrowed and others may 
be widened. In either case, and whether a policy is sought at 
once or after the market may have risen, the M.LA. will continue 
to offer unbiased and expert advice, as it has always done in the 
past, especially as to the relative merits in the changed circum- 
stances of profit and non-profit policies. At the moment that 


¢ 


.advice is—Don’t wait!—I am, etc., 


HENRY ROBINSON, 


July 4. Hon. Sec., Medical Insurance Agency. 


Medical Forces of H.M. Services 
Appointments 


ROYAL NAVY 
Acting Surgeon Rear-Admiral C. F. O. Sankey, O.B.E., to be Surgeon Rear- 
Admiral 


Surgeon Commanders O. D. Brownfield and L. F Strugnell to be Surgeon 
ptains. 
Royat NAVAL VOLUNTEER RESERVE 


‘Surgeon Lieut. R. C. ‘Anderson to be Surgeon Lieutenant-Commander. 
Probationary Surgeon Lieut. A. R. Harper to be Surgeon Lieutenant. 
Probationary Temporary Surgeon Lieuts. S. L. Townsend, J. D. Stride, P. D. 

Swinstead, R. W. B. Scutt, and D. J. A. Brown to be Temporary Surgeon 


Lieutenants. 
ROYAL ARMY MEDICAL CORPS 


Lieut.-Colonel W. H. Cornelius, having attained the age for retirement, has 
retired and remains employed. (Substituted for the notification in the London 
Gazette of July 1, 1941.) 

Lieut.-Colonels R. F. O’T. Dickinson, O.B.E., retired pay, late R.A.M.C., and 
R. K. White, retired pay, late R.A.M.C., have reverted to the rank of Major at 
their own request whilst employed during the present emergency. 

Major L. G. Gibson has reverted to retired pay on ceasing to be re-employed 
on account of ill-health, and resumes the rank of Lieutenant-Colonel. 

Short Service Commission.—The appointment of Lieut. K. P. Brown has 
been ante-dated to February 1, 1937, under the provisions of Article 39, Royal 
Warrant for Pay and Promotion, 1940, but not to carry pay and allowances 
to February 1, 1938. Lieut. K. P. Brown to be Captain. 


LAND FORCES: EMERGENCY COMMISSIONS 
RoyaL ARMY MEDICAL Corps 


War Substantive Captains T. J. Ashley, P. R. K. Lane, and B. T. Jones 
have relinquished their commissions on account of ill-health. 
ieut. K. C. Kershaw has relinquished his commission on account of ill-health. 
The name of Lieut. H. R. T. Devlin is as now described and not as stated 
in a Supplement to the London Gazette dated April 23, 1940. 
The name of Lieut. J. B. O’Mahony is as now described. (Substituted for 
the notification in a Supplement to the London Gazette dated July 1, 1941.) 
To be Lieutenants: P. J. MacLeod, V. W. Dix, E. Gibbon, E. H. Koerner, 


B. Raven, H. J. T. Ross, W. J. F. Treacher, M. Winchel, E. S. Amzalak, 
M. D. M. Bergin, J. C. Brown, F. A. Denz, C. W.-Drysdale, W. Grossman, 
D. A. Hamilton, B. W. Knight, J. McI. D. McIntosh, R. Morley, D. A. 
O'Reilly, A. C. Price, B. Ram, P. Smith, D. Trimble. 


ROYAL AIR FORCE 


Royat AIR FORCE VOLUNTEER RESERVE 


Flying Officers P. D. B. Spence, P. B. Atkinson, and B. J. Frankenberg 
to be War Substitute Flight Lieutenants. 
ieee Marjorie M. Dobson has been promoted to the relative rank of Flight 
ieutenant. 


POSTGRADUATE NEWS 


The Fellowship of Medicine -announces the following postgraduate courses for 

-R.C.P. candidates: (1) Chest Diseases at Brompton Hospital, August 25 

to September 18, Mondays and Thursdays ; (2) Neurology at West End Hos- 

pital for Nervous Diseases, August 26 to September 19, Tuesdays and Fridays ; 

(3) Heart Diseases at Royal Chest Hospital, August 27 to September 17, 

Wednesdays; (4) Chest and Heart Diseases at London Chest Hospital, 
September 2 to 25, Tuesdays and Thursdays. 


WEEKLY POSTGRADUATE DIARY 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane Road, W.—Daily, 10 a.m. to 
4 p.m., Medical Clinics, Surgical Clinics and Operations, Obstetrical and 
Gynaecological Clinics and Operations. Daily, 1.30 p.m., Post-mortem 
Demonstrations. Tues., 11 a.m., Paediatric Clinic, Dr. R. Lightwood. Wed., 
11.30 a.m., Clinico-pathological Clinic (Medical). Thurs., 2 p.m., Dermato- 
logical Clinic, Dr. R. T. Brain; 2 p.m., Radiological Demonstration, Dr. 
‘Duncan White. Fri., 12.15 p.m., Clinico-pathological Conference (Surgical) ; 
2 p.m., Clinico-pathological Conference (Gynaecological) ; 3 p.m., Sterility 
Clinic, Mr. V. B. Green-Armytage. 


* DIARY OF SOCIETIES AND LECTURES 


DAVYHULME MILiTaRy Hospitat MEeEpDicat Society.—Thurs., 3 p.m. Major 
Hugh Garland, R.A.M.C.: The After-effects of Head Injuries. Medical men 
and women in any of the Services, including civilian, will be welcomed. 


VACANCIES 


EXAMINING Factory SurRGEONS.—The following vacant appointments are 
announced: Knowbury (Shropshire); Bishopstone (Hampshire). Applications 
to the Chief Inspector of Factories, 28, Broadway, S.W.1, by July 29. 


B.M.A. : Branch and Division Meetings to be. Held 


METROPOLITAN COUNTIES BRANCH: ST. PANCRAS DIVISION.—At B.M.A. House, 
Tavistock Square, W.C., Tuesday, July 29, 2.30 p.m., General Meeting. Dr. 
P. D’Arcy Hart: *‘ Some Matters which require Consideration by the Medical 
Planning Commission.” All medical practitioners are invited to attend. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements under this head is 10s. 6d. This amount 
should be forwarded with the notice, authenticated with the name and address 
of the sender, and should reach the Advertisement Manager not later than first 
post Monday morning to ensure insertion in the current issue. 
DEATH 
GoopMAN.—On July 9, 1941, at Oxford, Roger Neville Goodman, M.A., M.D., 
Freeman of Kingston-on-Thames, of Pickade House, Great Kimble, Bucks. 
in his seventy-ninth year. Memorial service was held at Great Kimble Parish 
Church at 3.30 p.m. on Tuesday, July 15. 
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